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This REQUIREMENT is not met as evidenced

by:

Based on record review and interview, it was
determined that the facility failed to assess and
treat a leg wound to prevent infection for one

resident.

Findings include:

The resident was admitted to the facility on
§719/07 Avith diagnoses including paralysis

Hearthstone of Northem Nevada does not
admit fo the accuracy of the deficiencies.
This pian of comection is not meant to
establish any standard of care, comract,
obligation, or position, and Hearthsione of
Northem Nevada reserves all nights to
raise all possible contentions and
defenses in any civil or criminal claim,

action or proceeding.
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This Statement of Deficiencies was generated as
a resuit of a complaint investigation conducted in
your facility from 12/10/07 to 12/12/07.
i comection is prepared and
Complaint NVO0016749 alleged that the facility Zf‘escs:zz ggcause :fg reqp::rid by the
failed to provide an assessment and monitoring of isions of the state and federal
a leg injury to-prevent infection of a wound. The prov’aﬁms and not becatse
\?v?{t?g;a;t \;ﬁ:vgggsubslantlated. A citation was Hearthstone ome‘herp Nevada
’ agrees with the allegations and ;
- . ) . jfations Ji ement o
The findings and conclusions of any investigation m?nﬁgemézgﬁ of Northern
by the Health Division shall not be construed as Nevada m a::ntains that the alleged
prohibiting any criminal or civil investigation, deficiencies do not. individually and
actions or other claims for relief that may be col maeu_lue, ; eopar;il'ze the health and
available to any party under applicable federal, safef oft%ej residents, nor are they of
state, or local laws. o oh{:h racter as (o it our capacity
I;gog 483.25 QUALITY OF CARE F 309 to render adequate careoafspresc{fbed
= ion. This plan of corection
Each resident must receive and the facility must gm as Heea’fthstme of
provide the necessary care and services to attain Northermn Nevada written credible
or maintain the highest practicable physical, allegation of compliance.
mentai, and psychosccial well-being, in g
accordance with the comprehensive assessment I .
and plan of care. P By submitting this plan of comection,
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ny deficiency dofaternent en;“nj@ with an asterjsk () denotes a deficiency which the institubon may be excused from correcling providing it i1s detefmined that
ient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

ther safeguards provide suffi

ilowing the date of survey whether or not a plan of correction is provided For nursing homes, the above findings and plans of correction are disclosable 14
ays following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction ts requisite to continued

"ogram participation.
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agitans, food/vomit pneumonitis, vascular
dementia, and late effects of cerebrovascular
disease.

On 12/10/Q7, the resident's medical record was
reviewed. Review of the nurses notes revealed
that on 12/2/07 , at 10:00 AM, "patient had a fall
at this time. Was sitting at nurses station in
wheelchair and patient fell forward onto knees.
Did not hit his head. No apparent injury. Assisted
back into wheelchair by CNA (certified nursing
assistant). Denies pain or injury...VS (vital signs)
WNL (within normal limits)." At 9:00 PM, on
12/2/07, the nurses notes stated that the resident
was resting comfortably with "no apparent injury
from fall".

The facility's event report for the 12/2/07 event did
not describe any injuries from the fall.

The nurses notes dated 12/3/07, 3:20 AM,
documented the resident was quiet in bed with no
signs of distress or discomfort, "noted Band-Aid
intact to left outer lower leg. No signs/symptoms
any complications from fall.” The nurses notes
dated 12/4/07, 1:30 AM, documented, "up in
wheeichair, fidgeting with pants leg and scratched
outer aspect of RLE (right iower extremity), some
bleeding noted, cleaned and covered."

On 12/5/07, the resident was found unresponsive
and was transferred to an acute care hospital.
The resident's acute hospital record was
reviewed. The resident's vital signs upon arrival
in the emergency room , at 8:18 AM, were
temperature 99.7, pulse 96, respirations 16 and
blood pressure 126/56. The triage note/initial
assessment revealed the following skin
assessment, "left heel red, wound to left leg, right

F309 Quality of Care ()N‘ﬁ (\%\
The facility will provide the \\'\\0(0
necessary care and services to

attain or maintain the highest

practicable physical, mental

and psychosocial well being,

in accordance with the

comprehensive assessment

and plan of care.

What corrective actions will
be accomplished for.those
residents found to have been
affected by the deficient
practice;

e Resident # is
discharged.
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leg, teft leg red". The resident's temperature was
recorded as 101.9 at 10:53 AM. The resident had
a chest x-ray done 12/5/07, at 9:16 AM, the
findings were no acute cardiopuimonary
abnormality and minimal bibasilar atelectasis.
The resident’s white biood count on admission
was 28.1, normal reference range is 4.8-10.8. On
12/5/07, at 10:25 PM, the floor nurse documented
“will take pictures of legs and place in chart." The
pictures of the resident's legs were reviewed.

The picture of the wound of the left lower leg
revealed a wound that was approximately 4.5
centimeters in width, with an area approximately
2 centimeters in width in the middle of the wound

' that was yellow and purulent in appearance. The

wound on the left leg was cultured with the
following bacteria identified: many white blood
cells and many gram positive cocci. On 12/6/07,
at 5:30 PM, the progress notes by the physician
documented "most likely sepsis...source is either
left leg or aspiration pneumonia. Chest x-ray not
consistent with aspiration pneumonia like last
patients hospital stay”.

On 12/10/07, licensed practical nurse (LPN) #1
was interviewed. She stated that she had written
the nurses notes entry dated 12/3/07, 3:20 AM,
and that the Band-Aid was a regular sized
Band-Aid on the resident's left lower leg. She
stated that the skin around the Band-Aid was not
reddened or inflamed so she did not change the
Band-Aid. She stated that the nurse from the
previous shift had told her that the resident had a
skin tear.

On 12/10/07, the Director of Nurses (DON) was
interviewed. She stated that there were different
treatments for skin tears, depending on the
wound. She stated that when an op-site

How will you identify other
residents having the potential
to be affected by the same
deficient practice and what
corrective action will be
taken;

¢ Audit of all residents
for undiscovered skin
1ssues.

¢ Residents with issues
will be referred to the
wound nurse for
treatment orders.

What measure will be put
into place or what systemic
changes will you make to
ensure that the deficient
practice does not recur;

e All residents will
have a weekly skin
check by the licensed
staff and a daily skin

check by the certified
aides.
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{occlusive, plastic dressing) was used, it was
changed if any drainage or redness was noted
The op-site wouid be left in place until the skin
healed if there were no signs or symptoms of
infection. She stated that steri-strips were used if
the tears edges needed to be pulled together and
that they were left in place unti! they came off
She stated that non-stick dressings were used to
prevent further frauma to the skin, and they were
changed on a daily or twice daily schedule. She
stated that there was not another event report for
a skin tear for this resident.

On 12/10/07, LPN #2 and a CNA who worked the
resident's unit were interviewed. LPN #2 did not
recall that the resident had a skin tear to his left
leg prior to his transfer to the hospital. The CNA
did not recall that the resident had a skin tear
LPN #2 stated that skin tears are treated with a
dressing, and op-site, or steri-strips as

| appropriate for the wound. He stated that an
event form is filled out when a resident sustains a

skin tear.

On 12/11/07, the assistant director of nurses was

linterviewed. She stated that if a skin tear needed
treatment, for example, steri-strips, an incident
repart would be filled out. She stated that if no
treatment was needed, the documentation would
be in the nurses notes.

On 12/11/07, the facility's wound nurse was
interviewed. She stated that the resident had
Velcro straps on his wheelchair, and that because
of his leg movements, the straps sometimes
caused abrasions. She stated that these were
usually treated by putting a Band-Aid on the
wound and that it would be healed in a day or two
with no other treatment. She stated that the

e Areas of concern will

be reported to the

wound team/nurse,

who will obtain
treatment orders.
¢  DON will review

incident reports daily
to determine injuries,

and those injuries
be discussed at
morming IDT
meeting.

will

* Any injuries will be

placed on the

treatment sheets and
monitored daily for

improvement.
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resident was not being treated for any skin tears,
and that he was not on the wound report for the
week ending 11/30/07 or the week ending
12/7/07. She stated that as wound nurse she
does check all reported skin tears and abrasions.

The resident's medical record was reviewed. The
resident's care plan for preventing skin
breakdown inciuded the following approach,
"resident’s skin will be monitored biweekly by
CNAs on shower days, weekly by nursing and
with each incontinent episode." Review of the
resident's treatment plan for weekly skin check
revealed that boxes indicating 11/3/07, 11/10/07,
11/17/07, and 11/24/07 as the dates for his
weekly skin checks. The boxes on the treatment
plan record were not initialed or marked in any
way. The box for 12/5/07 was initialed and
circled, with a note on the back of the form, “out
to hospital”. The resident's vital signs for 12/5/07
for the night shift of 12/5/07 were documented as
temperature 98.0, pulse 105, respirations 24,
blood pressure 148/54. The day shift vital signs
for 12/5/07 were documented as temperature
97.3, pulse 102, respirations 24, and blood

pressure 124/65.

corrective action to ensure
that the deficient practice will
not recur,

¢ Every chart will be
reviewed monthly at
Quality of Care
meeting to include
skin assessments.

e Skin issues and
pressure ulcers will be
tracked and trended
for review at monthly
Performance
Improvement.

Completion date: December
28, 2007

Monitored by the DON
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